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In the science of ADHD…

It’s Big

4 INFECTIOUS DISEASES M A R C H  2 0 0 9  •  P E D I AT R I C  N E W S

Here’s an 
important

message for the
vaccine-hesitant
parents in your
practice: Delay-
ing immuniza-
tions places your

infant at risk for serious infection.
Physicians who care for children have

been increasingly encountering parents
who are fearful about vaccines and re-
luctant to allow their children to be vac-
cinated. A new, worrisome concept cir-
culating on the Internet and elsewhere is
that instead of skipping vaccines alto-
gether, children can be vaccinated on “se-
lective” or “alternative” schedules that ei-
ther eliminate some vaccines or spread
the schedule out over a longer period of
time. To many parents and perhaps even
some physicians, these schedules may
sound attractive, but they are not, because
they leave young infants unprotected at
the very time they are most vulnerable to
vaccine-preventable diseases and their
complications.

The idea that the currently recom-
mended childhood immunization sched-
ule can be successfully altered is being fos-
tered by a pediatrician named Robert W.
Sears—aka “Dr. Bob”—who has written
a book entitled, “The Vaccine Book: Mak-
ing the Right Decision for Your Child.” In
it, he presents two immunization sched-
ules that differ substantially from the one
recommended by the Centers for Disease
Control and Prevention, the American
Academy of Pediatrics, and the American
Academy of Family Physicians. He pro-
motes these schedules as acceptable al-
ternatives for the vaccine-adverse family.

Both Dr. Bob’s selective and alternative
schedules involve spreading out fewer
vaccines over a period of six visits in the
first 7 months of life (at 2, 3, 4, 5, 6, and
7 months), an inconvenience that in and
of itself may further challenge the ad-
ministration of timely immunizations.
Both of his schedules delay the first pneu-
mococcal conjugate vaccine dose until 3
months. Influenza vaccination isn’t in-
cluded at all in his selective schedule, and
doesn’t appear until 21 months of age on
the alternative schedule.

But perhaps even more disturbing than
selective or alternative schedules that fail
to incorporate age-related epidemiology
and risk for complications is Dr. Sears’s
perspective on parents who choose to de-
lay all vaccinations until their child is 6
months or older. Although he states in his
book that he doesn’t advise this, he also
tells parents that if they choose to post-
pone immunizations until the child is 2
years old, “it doesn’t make sense to then
go ahead and catch up with all the shots,”
thus giving parents the idea that skipping
early immunizations altogether is an ac-
ceptable and perhaps even sensible option.

He also recommends certain “precau-
tions to take if you don’t vaccinate,” in-
cluding “ensuring a healthy immune sys-
tem” through omega-3 oil supplements
and other vitamins.

ID CONSULT
Delaying Vaccines Risks Serious Infection

In my opinion, immunizing young in-
fants is very important, and age-related
epidemiology and risk for complications
support early vaccination. This is particu-
larly true for the following four vaccine-
preventable diseases for which there is
still significant risk of exposure and evi-
dence that severity is greater in the first
year of life:
� Pertussis. A single dose of pertussis

vaccine does not appear to offer signifi-
cant protection. Infants with pertussis
who received fewer diphtheria-tetanus-
pertussis doses were significantly more
likely to be hospitalized, demonstrating
that underimmunized infants have more
serious disease ( JAMA 2003;290:2968-75). 

In the United States, there were ap-
proximately 140 pertussis deaths in infants
less than 3 months old between 2000 and

2006 and approximately 100 times as
many hospitalizations, often requiring in-
tensive care. We see sharp declines in dis-
ease morbidity after 4 months of age,
most likely because that’s when children
receive a second dose of pertussis-con-
taining vaccine. Thus, prevention of ear-
ly disease is critical and vaccination is
part of that strategy, in conjunction with
the adolescent/adult vaccine formulation
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New preclinical science suggests that stimulation of alpha-2A receptors located 

throughout the prefrontal cortex (PFC) strengthens executive function including working 

memory, which is thought to play an important role within ADHD.1-3 

Our current understanding of ADHD treatment includes, in part, increasing levels of 

norepinephrine that act at the alpha-2A receptor.1 Directly engaging these receptors 

is thought to exert a positive effect on cognitive functioning, such as behavioral 

inhibition and impulse control.1,4 

As we continue to learn more about ADHD, we must consider the emerging role of the 

alpha-2A receptor—it’s big.

Defi ning the role of alpha-2A receptors 
within ADHD

A
(Tdap) for parents and teenagers. 
� Invasive pneumococcal disease. Here
again, we have data showing that a single
dose of pneumococcal conjugate vaccine
does not offer significant disease protec-
tion (Vaccine 2006;24:2514-20). In Massa-
chusetts, where we have been tracking in-
vasive pneumococcal disease (IPD) in
children younger than 18 years old, mor-
tality from IPD in children less than 1 year
of age is approximately 10 times higher
than for those aged 1-10 years—about 3%
of those who develop IPD (Hsu, K., et al.,
submitted for publication). 
� Influenza. Children less than 2 years of

age are at greater risk for influenza than are
older children and are hospitalized with it
more often (MMWR 2008;57[RR07]:1-60).
Children younger than 2 years also may
have higher concentrations of virus in the
nasopharynx as well as longer durations of
shedding, thus frequently rendering them
sources of contagion to household and day
care contacts.

Because there is no influenza vaccine for
children less than 6 months of age, vacci-
nating their siblings and all adults around
them—a process known as “cocooning”—
is the only current strategy for reducing
exposure among the most vulnerable chil-

dren in the community. Starting influen-
za immunization at 6 months of age,
with a second dose 1 month later, provides
protection against influenza disease and
potentially against bacterial pathogens
that tend to take advantage of weakened
host defenses during influenza infection. 
� Varicella. It’s a widespread miscon-
ception that varicella is serious only in
adults. In fact, prior to the licensure of the
vaccine, the case-fatality rate from pneu-
monia, encephalitis, and secondary bac-
terial sepsis among children less than 1
year of age with chicken pox was 7 times
higher than that of those aged 1-10 years,

at 6.23 versus 0.75 cases per 100,000 chil-
dren (MMWR 1996;45[RR-11]:1-36). Dur-
ing the 1990’s, the combination of vari-
cella and group A streptococcus was a
deadly one, often leading to extensive
necrotizing infection or sepsis, hospital-
ization, and death. Currently, there is
concern that methicillin-resistant Staphy-
lococcus aureus (MRSA) also may be an op-
portunistic pathogen any time there is a
break in the skin.

According to the alternative schedule,
it’s okay to delay varicella vaccine until
18 months; the selective schedule advis-
es waiting until the child is 10 years old,
ordering antibody titers, and immuniz-
ing only if the child is found susceptible.
Clearly, these approaches do not provide
early protection from disease. Fortu-
nately, there is little wild-type varicella
currently circulating in the community,
and the cases that do break through in
vaccinated children are usually mild,
with small numbers of lesions. Howev-
er, if immunization rates fall and wild-
type varicella becomes more common,
more cases complicated by MRSA are
likely to occur. 

That is one reason why I am particu-
larly concerned with the recent trend of
parents organizing “chicken pox par-
ties” to deliberately expose their children
to varicella, under the mistaken belief
that this is a good way to achieve pro-
tection without immunization. 

Because there is still no chicken pox
vaccine available for children less than 1
year of age, the only way to prevent dis-
ease in this high-risk group is to prevent
exposure by immunizing their siblings,
day care contacts, babysitters, and any-
one else with whom they come into reg-
ular contact. Not only do the chicken pox
parties demonstrate a lack of under-
standing of the potential seriousness of
varicella, but they completely ignore the
potential for secondary cases within a
household in susceptible adults or in-
fants. Please do your best to educate par-
ents in your practice about the risks of
wild-type varicella in young infants and
the potential for MRSA suprainfection.

While delaying immunization may
make some people feel good, it leaves the
most vulnerable of our patients at great
risk. It will take time to explain to parents
that the currently recommended vaccine
schedule incorporates our knowledge
about age-related susceptibility, morbid-
ity, and mortality. Delay is not in their
child’s interest. ■
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